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Abstract
The purpose of this research study was to correlate 
knowledge about diabetes to age. From a population of 
former clients of the diabetic unit at Baptist Memorial 
Hospital in Memphis, Tennessee, a sample of 21 individuals 
were g i v e n  the Assessment of Educational Needs of the 
Diabetic Patient Questionnaire. Age of subjects ranged from 
25 to 83 years with a mean of 51.5 years. There were 13 
(62%) males and 8 (38%) females. Educational levels varied 
from 5 to 16 years with a mean of 10 years. There were 14 
(67%) blacks and 7 (33%) whites. The number of years sub­
jects had diabetes varied with a majority (10 or 48%) having 
diabetes between 5 and 10 years.
The hypothesis for this study was that there would be 
no significant correlation between knowledge about diabetes 
and age. The statistical analysis revealed a r_ of .09 which 
led the researcher to fail to reject the hypothesis. There 
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Chapter I 
The Research Problem
More than one tenth of the population in America today 
has reached or passed the age of 65 years (Department of 
H e a l t h  and H u m a n  S e r v i c e s  (19 81). At this age the 
individual is considered by many to have joined the ranks of 
the elderly. With an aging population comes a dramatic 
increase in chronic diseases (Ebersole & Hess, 1981). For 
instance, diabetes mellitus is prevalent among the elderly 
population. The incidence of diabetes mellitus in the 
U n i t e d  Stat e s  in persons over 65 is at least 10% and 
increasing at a rate of 2% per year (Matz, 1986).
A m a j o r  b a r r i e r  to effective control of diabetes 
mellitus in the elderly is noncompliance (Glanz , Kircht, & 
Rosenstock, 1981). Noncompliance is failure to adhere to a 
prescribed medical regimen, either accidentally or pur- 
posively. The literature on noncompliance in the aged 
reveals that between 30 and 50% of all elderly clients fail 
to comply with prescribed regimens, and about 35% of elderly 
clients misuse drugs to such an extent that they endanger 
their health (Martin & Mead, 1982).
The results of noncompliance to prescribed regimens in 
d i a b e t e s  m e l l i t u s  are metabolic dysfunctions, such as
1
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hype r g l y c e m i a ,  insulinopenia, and associated metabolic 
alterations. According to Skyler (1982), there is compel­
ling evidence that these metabolic dysfunctions of diabetes 
mellitus influence or lead to microvascular and neurologic 
complications. Results of noncompliance to regimens such as 
those for diabetes may lead to increased hospitalizations 
for elders. At least 5% of hospital admissions of the 
elderly may be drug-induced ; in addition, a high percentage 
of the illnesses for which elders are hospitalized may be 
from inadequate taking of prescribed drugs (Martin & Mead, 
1982). Proper management of diabetes and compliance to the 
regimen can help control and prevent long-term complications 
and decrease hospital admissions.
Many reasons are cited for noncompliance. Included in 
these reasons are unclear directions presented rapidly and 
in medical terminology; instructions about treatment pre­
sented when the client is physically uncomfortable; and 
teaching clients in an environment with noise and activity 
(Ebersole & Hess, 1981).
Sarnecky and Sarnecky (1984) contend that noncompliance 
results from a deficit in effective communication, quality 
instruction, and appropriate follow-up. When there is 
missed communication in teaching diabetic clients, a problem 
with diabetic control can exist. These clients may not 
follow their prescribed diet or understand the importance of
3
diet in controlling diabetes. They may omit taking m e d i ­
cation or take too much medication.
Elders are well able to learn, but a v a r i e t y  of 
conditions such as problems with vision, hearing, and memory 
may slow their rate of comprehension. Effective comprehen­
sion requires an environment conducive to learning, informa­
tion presented at the learner’s level, and learner partici­
pation and feedback (Picariello, 1986). Creating a learning 
environment for elders requires knowledge of the physiologi­
cal changes which occur with aging. For instance, as the 
age of the learner increases, the size of the group is 
decreased because of the visual and auditory deficits which 
commonly occur in the elderly.
If age related changes are not considered in teaching 
elders, errors may occur in the prescribed regimen, and 
elders may be labeled noncompliers. For effective communi­
cation and quality instruction leading to compliance, the 
Geriatric Nurse Clinician (GNC) must consider the effects of 
sensory losses that occur with aging. The GNC also must 
understand the developmental tasks of the elderly so as to 
plan appropriate sequences in teaching. However, the 
relationship of age to comprehension of knowledge about 
diabetes has not been investigated.
If knowledge of diabetes decreases with age, the elder 
diabetic is more likely to be noncomp liant and at risk for 
complications of diabetes. Noncompliance and complications
4
lead to increased medical costs. The GNC has the knowledge 
and skills necessary to educate elders, increase compliance, 
and control medical costs.
In working with diabetic clients and their families on 
a day-to-day basis, this researcher has had the opportunity 
to observe one particular teaching method. This method does 
not take into consideration the client's age and physical or 
emotional handicaps. All adults are treated equally. Yet, 
the researcher noted more elders were readmitted and labeled 
n o n c o m p l i a n t . Thus, the purpose of this research was to 
determine if a correlation existed between age and knowledge 
about diabetes. The question this research study addressed 
was: What is the relationship of age and knowledge about
diabetes after completing an educational program?
Chapter II 
Theoretical Basis of the Study
The theoretical basis for this research study of the 
relationship of age to the knowledge of diabetes is the work 
of Orem. Orem (1980) proposed a theory with three concepts: 
self-care, self-care deficits, and nursing systems. These 
concepts are interrelated and specifically examine self-help 
and help to others as goals of health care services.
Self-care centers upon the idea that normal development 
and functioning of individuals result from adequate self- 
care activities (Meleis, 1985). The successful performance 
of self-care depends upon the individual's maturity level, 
knowledge, life experiences, and mental health status (Orem, 
1971). As individuals age, problems associated with vision, 
hearing, memory, and comprehension of instruction occur. 
These problems can affect the individual's ability to ade­
quately perform self-care activities. Self-care activities 
consist of complex sets of objectives that are required to 
assist a person to obtain and maintain a present state of 
health or well-being (Riehl & Roy, 1980). For example, for 
an elderly diabetic to adequately care for him/herself 
h e / s h e  must be k n o w l e d g e a b l e  about diet, e x e r c i s e ,
6
medication, disease process, and methods to prevent compli­
cations .
The concept of self-care deficits is the major focus of 
O r e m ' s  work. When an individual is unable to perform 
independent activities which allow him/her to maintain life, 
health, and well-being, the individual is said to have a 
deficit in self-care (Orem, 1980). If a person with a 
chronic illness, such as diabetes, lacks the knowledge to 
take care of him/herself there is a self-care deficit which 
results in noncompliance.
Nursing systems are actions taken by the nurse to 
assist an individual in self-care. Nursing systems are 
therapeutic measures taken when a self-care deficit occurs. 
Nursing actions may be:
1. W h o l l y  c o m p e n s a t o r y :  when the nurse is 
e x p e c t e d  to a c c o m p l i s h  all the patient's 
therapeutic self-care or to compensate for the 
patient's inability to engage in self-care or 
when the patient needs continuous guidance in 
self-care.
2. Partly compensatory : when both the nurse
and patient engage in meeting self-care 
needs.
3. Supportive-educative system: the system 
that r e q u i r e s  a s s i s t a n c e  in decision 
making, behavior control, and acquisition 
of k n o w l e d g e  and skills. Under this 
system, patients are able to perform self- 
care with assistance. (Orem, 1980, pp.
96-101)
The supportive-educative system is the appropriate 
s y s t e m  for Geriatric Nurse Clinicians (GNC) to use in
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assisting elder diabetics attain the necessary knowledge for 
self-care. The knowledge the elder needs for self-care 
includes diet management, exercise and medication. Such 
knowledge can result in the proper control of diabetes, 





There is no significant relationship between the age of 
diabetic clients and knowledge about diabetes.
Definitions
1. Significant r e l a t i o n s h i p : using .05 level of
s i g n i f i c a n c e  and Pearson's Product Moment Correlation 
Coefficient.
2. Diabetic clients : men and women who are prescribed
insulin or oral hypoglycemics and have completed an educa­
tion session on diabetes.
3. Age : number of years from date of birth.
4. Knowledge about diabetes : measured by the Assess­
ment of Educational Needs of the Diabetic Patient Question­
naire .
Operational Hypothesis
When men and women who are prescribed insulin or oral 
h y p o g l y c e m i c  agents and have completed an educational 
session on diabetics are given the Assessment of Educational 
Needs of the Diabetic Patient Questionnaire and the scores 
are c o r r e l a t e d  to age u s i n g  Pearson's Product Moment
8
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Correlation Coefficient at the .05 level of significance 
there will be no correlation.
Chapter IV 
Review of the Literature
In reviewing the literature, no studies which related 
the k n o w l e d g e  obtained from health teaching to age of
clients were found. Thus, this review of the literature 
e x a m i n e s  studies which have explored the teaching and
learning of elders in health care settings.
Panicucci, Paul, Symonds, and Tambellini (1968) were 
the first to conduct a study on the use of slow speech and 
self -pacing with the aged. The subjects consisted of 64 
hospitalized patients, age 70 years and older. Criteria for 
selection were no deafness, ability to communicate verbally, 
and consent to participate in the study. Some patients 
i n c l u d e d  in the study had notations in their hospital 
records indicating they were confused. However, neither 
self-pacing nor expanded speech combined with self-pacing 
proved statistically significant in improving the ability to 
integrate information and respond appropriately. The inves­
tigators believed that the following limitations in the 
design of the study for self-pacing may have biased the
results : (a) patients' rooms used, resulting in lack of
privacy and distraction from other patients and personnel ; 
(b) lack of concreteness in the directions for self-pacing ;
10
11
and (c) too much time allowed in the enforced pacing situa­
tion, These researchers suggest that expanded speech should 
be used in communicating verbally with an aged individual.
Kim and Grier (1981) further showed that the speed of 
instruction to elderly patients has a major impact on the 
communicability of information. It is important for nurses 
to both deliver their instruction at a slow pace and allow 
sufficient time for patient query. The study was conducted 
at a 1200-bed public hospital located in the midwest which 
served adult patients with chronic diseases. There were 45 
subjects ranging from 65 to 94 years (mean, 77.7 years). 
There were 17 men and 28 women. All subjects had at least 
one diagnosed medical problem.
Subjects were pretested and posttested for knowledge 
about medication instructions. The research design included 
two experimental groups and a control group. One experi­
mental group received medication instructions at a slow pace 
and the other group received medication instructions at a 
normal pace. The control group received no medication 
instructions. Statistical analysis showed that the groups 
did not differ as to age, sex, formal education, and number 
of prescribed medications. But the groups did differ in 
medication knowledge. Elderly patients who were instructed 
at a slow pace had g r e a t e r  knowledge gain than those 
instructed at a normal pace and those receiving no instruc­
tions .
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In another study, Wandless and Davie (1977) examined 
three instructional schemes for self -medication in older 
patients: individualized instruction, tear-off calendar,
and a tablet identification card. Spot pill counts were 
done for a 2-week period. The results of the study revealed 
that those with either a card or a calendar made signifi­
cant ly fewer errors than those given only individualized 
instructions.
Wandless and Davie studied 46 patients (42 women) who 
were transferred to a rehabilitation unit. Age ranged from 
64 to 93 years (mean, 77 years). The subjects in this study 
had adequate visual acuity, were alert and oriented, and had 
medications in easily managed bottles with easily read 
labels. The conclusion derived by Wandless and Davie was 
that :
Patients who were given an aid to memory in the 
form of a card or a calendar made fewer mistakes 
in their tablet taking and that drug compliance 
can be improved by giving patients written as well 
as verbal instructions. (p. 361)
Wandless and Davie suggest that it would be valuable to 
extend this study by following up patients discharged from 
the hospital to confirm that a written memory aid, particu­
larly a calendar, can improve drug compliance.
McPhee, Frank, Lewis, Bush, and Smith (1983) assessed 
the effectiveness of a discharge interview. The hypothesis 
was that a standardized interview would improve patient
13
education and that such Improvement would result in better 
patient comprehension, compliance, and functional outcome 
after discharge. The effectiveness of a discharge interview 
was assessed for each of 545 hospitalized patients assigned 
to one of four groups: a group in which the physicians
caring for the patient received a 35-minute tutorial on how 
to conduct a discharge interview (n_ = 181), a group that 
received a 15-minute discharge interview from an investi­
gator = 53), a group that received both interventions 
= 63), or a control group (n_ = 248). One month after dis­
charge all patients were telephoned, and a standardized 
questionnaire was administered. Results revealed that one 
month after discharge there were no significant differences 
among the four groups in knowledge of diagnoses, symptom 
status, activity level, medication knowledge, compliance, 
appointment keeping and rate of rehospitalization. These 
results suggest that effective inpatient education may 
require more than a discharge interview. A major educa­
tional point is that infrequent use of an intervention such 
as a discharge interview, while probably adequate for rein­
forcement, is suboptimal for the initial facilitation of 
significant changes in knowledge or behavior (Crouch, 1981).
In a similar study, Baker (1984) contrasted the effects 
of different modalities of medication discharge counseling 
on improving patients' medication knowledge. Three types of 
d i s c h a r g e  c o u n s e l i n g  by p h a r m a c i s t s  were s t u d i e d  :
J. C. FANT MEMORIAL LIBRARY
Mississippi University For Women
COLUMBUS, MS 39701
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distributing written information and answering all patient 
questions, verbal counseling performed by a pharmacist, and 
verbal counseling performed by a pharmacist with distri­
bution of written information. The control group received 
no form of instruction. One week after a patient's dis­
charge from the hospital a questionnaire was mailed to 
assess the effect of the teaching method. The sample con­
sisted of 72 individuals with an average age of 63.9 years.
The results of the analysis failed to reveal any sig­
nificant differences between the control group and the group 
which received only verbal counseling. While levels of 
significance were not reported, the group which received 
both counseling and written information had the highest 
scores overall, and the group which received just verbal 
counseling had minimal statistical significance when com­
pared to the control group. The study results revealed that 
although discharge counseling by a pharmacist affects a 
patient's knowledge of his medication regimen, discharge 
counseling alone is inadequate in effecting significant 
change in comprehension and attitude.
To summarize, the studies in the literature review 
indicated that individualized strategies, such as slow- 
pacing and written instructions, are important in patient 
compliance. The method of delivery also influences the 
amount of compliance. Patients who were given verbal 
i n s t r u c t i o n s  reinforced with visual aids and provided
15
w r i t t e n  i n s t r u c t i o n s  or visu a l  r e m i n d e r s  were more 
compliant. However, there were no studies which correlated 
knowledge gained from an educational program and age.
Chapter V
Research Design and Methodology
Research Design
The research design employed in this study of the 
relationship of the knowledge about diabetes and age is 
descriptive. Descriptive research is designed to summarize 
the status of some phenomena of interest as they currently 
exist (Polit & Hungler, 1983). Since this research study 
e x a m i n e s  the r e l a t i o n s h i p  of age and knowledge about 
diabetes, a descriptive design is appropriate.
Variables
The variables of interest in this study are knowledge 
about diabetes and age. Mental status and previous medical 
history are controlled variables. Subjects must be alert 
and oriented ; taking insulin or an oral hypoglycemic agent; 
and have no history of alcoholism, drug addiction, or mental 
handicaps. Intervening variables may include motivation, 
self-concept, and physical and mental state at the time of 
testing.
Setting, Population, and Sample
The setting for this study is Baptist Memorial Hospital 
in Memphis, Tennessee. This hospital is a 2,000-bed, acute
16
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care facility located in a large metropolitan area. The 
city of Memphis is in close proximity to the states of 
Mississippi, Arkansas, Alabama, Missouri, and Louisiana. 
Patients come from these neighboring states and the state of 
Tennessee. Age and race are widely distributed.
The population for this research study was former 
patients of the diabetic unit, one of several subspeciality 
units located within Baptist Hospital. The diabetic unit 
consists of 12 private beds. The staff consists of all 
registered nurses. Classes on diabetes education are pro­
vided directly on the unit for clients who are ambulatory. 
For nonambulatory clients, one-on-one teaching is provided 
at the bedside. Formal classes are held Monday through 
Friday. Staff nurses and a registered dietitian conduct 
c l a s s e s  w h i c h  include what is diabetes, management of 
diabetes, controlling and preventing complications, diet, 
and exercise (S. Branch, personal communication, April 1, 
1987).
Approximately 15-20 diabetics are seen monthly on the 
unit. The ages of these diabetics range from 18 to 80 years 
with the majority over the age of 50 years. Since Baptist 
Hospital does not discriminate on the basis of sex, race, 
religion, or national origin, a variety of patients is 
admitted to the diabetic unit (S. Branch, personal communi­
cation, April 1, 1987).
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To obtain a sample, the researcher reviewed charts of 
clients who were patients of the diabetic unit at any time 
between February 1 and April 1. All patients who are alert 
and oriented, age 25 years and older, prescribed insulin or 
oral hypoglycemic agent and have a history negative for drug 
addiction, chronic alcoholism, or recent psychiatric illness 
requiring hospitalization were eligible to participate in 
this study.
To assure selection of clients in middle and older 
adulthood , clients age 25 to 50 years were separated from 
those 51 years and older. The names of clients from each 
group were randomly drawn until there were clients in each 
age bracket willing to participate in the study. This type 
of randomization procedure was selected to guarantee dif­
ferences in attributes of the sample and eliminate biases of 
the researcher. However, the researcher realizes there is 
no guarantee of representativeness.
Data Gathering Process
The directors of the diabetic unit at Baptist Hospital 
were contacted for permission to conduct the study. A 
research proposal was submitted to the Investigation Review 
Board and the Nursing Research Committee of the hospital and 
written approval was obtained (see Appendix A).
P o t e n t i a l  subjects were contacted by telephone to 
solicit participation in the study. For those who agreed to 
participate, a mutually convenient time for an interview was
19
set. The day of the interview, subjects were given a cover 
letter which explained the study in more detail, questions 
were answered, and the consent form was signed (see Appendix 
B), Then, the Assessment of Educational Needs of the 
D i a b e t i c  P a t i e n t  Q u e s t i o n n a i r e  (see A p p e n d i x  C) was 
administered.
All q u e s t i o n s  were read aloud and subjects were 
encouraged to seek clarification. The study participants 
were not subjected to paternalistic attitudes nor exposed to 
any physical harm during the study.
The researcher had intended to compare admission, 
discharge, and post-discharge scores of the Assessment of 
Educational Needs of the Diabetic Patient questionnaire. 
However, the admission and discharge assessments of the 
Educational Needs of the Diabetic Patient Questionnaire were 
not available and thus made this comparison impossible.
Instrumentation
The Assessment of Educational Needs of the Diabetic 
Patient Questionnaire, designed by University of Alabama 
Hospital in Birmingham, Alabama, is a 70-item test of mental 
recall. The questionnaire is divided into sections with 
specific questions dealing with general information about 
diabetes, monitoring, insulin, insulin adjustment, sick day 
management, oral hypoglycemics, hypoglycemia, hyperglycemia, 
diet, foot care, dental care, exercise, attitudes, safety 
measures, and psychosocial management of diabetes (L. Reyle, 
personal communication, July 7, 1985).
20
The questionnaire has been in use at Baptist Hospital 
in Memphis, Tennessee, since July 1985. All patients 
admitted to the diabetic unit at Baptist Hospital who are 
mentally capable are assessed using this questionnaire on 
admission and discharge. The questionnaire has proven to be 
a use f u l  tool for assessment of basic knowledge about 
diabetes. Since opening in July 1985, the diabetic unit has 
used this tool with over 200 patients (S. Branch, personal 
communication, April 1, 1987). However, validity and reli­
a b i l i t y  of this tool have not been established. The 
researcher assumes reliability and validity within the con­
fines of this study.
The questionnaire is easily administered. For each 
question, the answer is labeled "C" indicating competent; 
IIRII r e q u i r e s  a s s i s t a n c e ;  and ”NK" no knowledge. For 
purposes of this research, all Cs were given 2 points; RAs, 
1 point ; and NK, 0 points. The possible range of scores is 
0 to 138 for insulin dependent diabetics and 0 to 131 for 
noninsulin dependent diabetics.
Statistical Analysis
C o r r e l a t i o n a l  statistics were used to test for a 
relationship between knowledge about diabetes and age. 
Correlational statistics are utilized to examine the syste­
matic relationship that does or does not exist between two 
or more variables (Waltz & Bausell, 1981). The most com­
monly used correlation index is the Pearson Product Moment
21
Correlation Coefficient (Pearson ^) . This statistical 
coefficient is computed when the variables being correlated 
are either interval or ratio. The data were submitted to 
the Pearson r_ at .05 level of significance.
Assumptions
1. Subjects will answer honestly.
2. Knowledge of diabetes can be measured.
3. All subjects received the same information in their 
educational program.
Limitations
1. Generalizations are limited to individuals over 25 
years of age.
2. Generalizations are limited to diabetic population 
at Baptist Hospital, Memphis, Tennessee.
Chapter VI 
Analysis of Data
The purpose of this research study was to determine if 
there was a relationship between age and knowledge about 
diabetes. To accomplish this purpose, the Assessment of 
Educational Needs of the Diabetic Patient Questionnaire was 
administered to 21 subjects who had completed an educational 
program on diabetes.
Ages of subjects ranged from 25 to 83 years with a mean 
of 51.5 years. There were 13 (62%) males and 8 (38%)
females. Educational levels varied from 5 to 16 years with 
a mean of 10 years. There were 14 (67%) blacks and 7 (33%) 
whites. The number of years subjects had diabetes varied :
4 (19%) had d i a b e t e s  less than 5 years, 10 (48%) had
diabetes between 5 and 10 years, and 7 (33%) had diabetes
more than 10 years.
The range of scores on the Assessment of Educational 
Needs of the Diabetic Patient Questionnaire was 63 to 118 
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The researcher hypothesized that when clients are given 
a questionnaire on diabetes and their scores are correlated 
to age, there would be no significant relationship. Data 
were submitted to the Pearson Product Moment Correlation at 
the .05 level of significance. The obtained r_ value was .09 
which was not significant at the .05 level leading the 
researcher to fail to reject the null hypothesis. There was 
no relationship between diabetic knowledge and age. These 
data are presented in Table 2.
Additional Findings
In order to examine the data more fully the researcher 
correlated educational preparation and the scores of the 
diabetes assessment questionnaire using Pearson’s Product 
Moment Correlation. There was a significant correlation 
between education and knowledge about diabetes with a r_ 
value of .70. As the level of education increased, so did 
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Chapter VII
Summary, Conclusions, Implications, 
and Recommendations
Summary
The purpose of this research study was to correlate 
knowledge about diabetes to a g e . From a population of 
former clients of the diabetic unit at Baptist Memorial 
Hospital in Memphis, Tennessee, a sample of 21 individuals 
was g i ven the A s s e s s m e n t  of Educational Needs of the 
Diabetic Patient Questionnaire. Age of subjects ranged from 
25 to 83 years with a mean of 51.5 years. There were 13 
(62%) males and 8 (38%) females. Educational levels varied 
from 5 to 16 years with a mean of 10 years. There were 14 
(67%) blacks and 7 (33%) whites. The number of years sub­
jects had diabetes varied with a majority (10 or 48%) having 
diabetes between 5 and 10 years.
The hypothesis for this study was that there would be 
no significant correlation between knowledge about diabetes 
and age. The statistical analysis revealed a r_ of .09 which 
led the researcher to fail to reject the hypothesis. There 




The findings of this study indicate that no relation­
ship exists between knowledge about diabetes and age. As 
the sample size was small, care must be taken in the inter­
pretation of the results which are not supported by the 
literature. The literature suggests that teaching strate­
gies must be adapted to accommodate sensory changes that 
occur as one ages. Kim and Grier (1981) showed that slow 
speech and self-pacing improved communication with elders 
and increased compliance. Wandless and Davie (1977) found 
that elderly individuals who were given written as well as 
verbal instructions were more compliant than individuals who 
received only verbal instructions.
While there was no relationship between age and knowl­
edge about diabetes, it is of interest to note the actual 
knowledge level of these diabetics who had been taught the 
same content. The scores on the Assessment of Educational 
Needs of the Diabetic Patient questionnaire ranged from 63 
or 48% to 118 or 90% and the mean was 102 or 78%. While 
this level of knowledge may be expected with newly diagnosed 
diabetics, the majority of these diabetics (17 or 81%) had 
had diabetes at least 5 years.
A mean score of 102 or 78% does not present a healthy 
v i e w  of d i a b e t i c  k n o w l e d g e .  Lack of knowledge about 
diabetes can lead to n o n c o m p l i a n c e , complications, and
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increased health care costs. If these clients are to ade­
quately care for themselves, they need more knowledge.
Since the researcher was unable to acquire scores on 
the Assessment of Educational Needs of the Diabetic Patient 
questionnaire pre-diabetic educational classes (on admission 
to the diabetic unit) and post-diabetic educational classes 
(at discharge from the unit), it is unknown if the subjects 
ever had the knowledge and lost it because of lack of 
reinforcement or if the subjects are not learning because of 
the teaching methods. The elders in this sample may not be 
learning because the teaching methods do not account for the 
developmental and physical changes of aging. Younger adults 
also may have developmental changes which are barriers to 
learning and are not considered in the teaching method. 
While there is literature to support the need to adapt 
teaching to the developmental and physical changes of elders 
(Kim & Grier, 1981; Wand less & Davie, 1977), further 
research is needed to determine if there are developmental 
barriers to learning for other adults. The need to consider 
developmental state in teaching diabetes is congruent with 
Orem's (1980) Self-Care Deficit Theory.
Since the validity and the reliability of the Assess­
ment of Educational Needs of the Diabetic Patient Question­
naire have not been established, the findings of this study 
must be interpreted cautiously. Both the validity and
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reliability of this tool need to be established before it is 
used in any further research.
The significant relationship of education to knowledge 
may indicate that the educational program is taught at a 
level too complex for those with less formal education. The 
educational program needs to be evaluated to determine its 
level of difficulty.
The findings of this study have several implications 
for practice. The Gerontological Nurse Clinician (GNC) must 
carefully assess the developmental and educational levels of 
clients in order to develop effective educational programs. 
The GNC can use the supportive-educative system of Orem 
(1980) to assist Individuals to gain the necessary skills 
and k n o w l e d g e  so that they can care for themselves. 
Diabetics must be knowledgeable about diet, exercise, medi­
cation, and the disease process to manage their diabetes and 




1. Establish validity and reliability of the Assess­
ment of Educational Needs of the Diabetic Patient Question­
naire .
2. Conduct a study which examines knowledge over time.
3. Conduct a study which assesses different develop­
mental states and acquisition of knowledge.
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4. Conduct a study which examines the relationship 
between compliance and knowledge.
Nursing
1. Assess the knowledge level of clients prior to 
teaching.
2. Assess the educational program used on the diabetic
uni t .
3. Adapt teaching strategies to accommodate develop­
mental states.
4. Adapt teaching strategies to educational levels.
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Appendix A
Agency Agreement Concerning Nursing Study
Descriptive Study: The Relationship of Age to Knowledge
About Diabetes
Name of Institution
Study discussed with and explained to:
Name of Representative
Involvement in Study : Consent for subjects to be used in
study and access to charts.
Comments :






My name is Veonnie Harper. I am a registered nurse and 
a graduate student at Mississippi University for Women. I 
am conducting a research study to evaluate your knowledge 
ab out d i a b e t e s .  Your i d e n t i t y  will remain anonymous 
throughout the study. Although you name will appear on the 
questionnaire, this information will only be seen by me. 
After all data are collected and compiled, the questionnaire 
will be destroyed. You may refuse to participate in this 
study and may withdraw at any time before computation of 
data. Your refusal to participate or to withdraw from the 
study will in no way affect your admission, care, or treat­
ment at Baptist Memorial Hospital, Memphis, Tennessee. If 
you decide to participate in the study, I will ask you to 
complete a questionnaire which should take about 30 minutes.
I understand the explanation given to me by Veonnie 
Harper. I also understand that if I so request I will be 
s u p p l i e d  the r e s u l t s  of the study. All information 
including my identity will be confidential.
Name Date
I explained this study to the subject on the date given 
and expressed to him/her that the information would be used 
for educational purposes, and his/her identity would be 
treated as confidential information with only myself knowing 




Assessment of Educational Needs of the Diabetic Patient
Subject No.
Name :  Age :
1. When was your diabetes diagnosed?______________
2. Have you had any diabetes education? Yes  No
When :_____________________________________________ _
3. Highest grade completed:_____________________________
4. Other medical problems:______________________________
5. Current medications :
Note : Enter Code for each entry as follows:
2 - Competent 
1 - Requires Assistance 
0 - No knowledge
Adm. D/C Post D/C
Assess. Assess. Assess.
General:
1. Can define diabetes mellitus.
2. Can verbalize differences between 
types I and II.
3. Can state x̂tiich type DM he/she has.
Monitoring Urine:
1. Can demonstrate correct technique for 
testing urine for glucose and/or 
ketones.
2. Can demonstrate record keeping.
3. Can define 2nd void specimen and 
state rationale for using.
4. Verbalizes frequency and appropriate 
times for testing.
5. Defines renal threshold.
6. Verbalizes appropriate action to be 
taken if urine glucose and/or 
acetone positive.
7. Verbalizes apprcpriate storage and 
disposal of supplies.
8. Which method is used for urine 
testing and how often?
Monitoring Blood:
1. Demonstrates correct technique in 
chosen blood testing method and 
related equipment (Accu-check 
and Visual)
2. Verbalizes frequency and appropriate 
times for blood testing.
3. Verbalizes normal and target blood 
glucose ranges.
4. Verbalizes apprc^riate storage and 
disposal of supplies.
5. Which method is used for blood 
testing and how often?
Insulin:
1. Demonstrates correct insulin
administration skills— drawing up, 
injection, sites and site rotation.
34
Adm. D/C Ibst D/C
Assess. Assess. Assess.
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Adm. D/C Dost D/C
Assess. Assess. Assess.
a. Who draws up and injects insulin?
b. Which type syringe?
2. Verbalizes medication schedule type, 
amount, time.
3. Verbalizes action time of insulin.
4. Verbalizes role of insulin in 
lowering blood sugar.
5. Verbalizes appropriate type of syringe.
6. Verbalizes correct storage and 
disposal of insulin supplies.
Insulin Adjustment :
1. Verbalizes action times of insulin.
2. Demonstrates knowledge of action 
times with graphic representation.
3. Verbalizes principles of insulin 
adjustment (viien, which, insulin).
Sick Day Managemait:
1. Verbalizes effect of illness on 
blood glucose and insulin needs.
2. Verbalizes importance of frequency 
and type of monitoring to be done.
3. States ŝtien supplemental insulin 
would be necessary.
4. Verbalizes at vtiat point the 
physician should be called.
5. Defines ketoacidosis and verbalizes 
knowledge of signs and syirptoms of 
impending DKA.
Oral hypoglycemics:
1. States name, dosage and schedule.
2. Verbalizes role of oral hypoglycemic 
and lowering blood sugar.
hypoglycemia:
1. Can define hypoglycemia.
2. Verbalizes causes of hypoglycemia.
3. Verbalizes signs and symptoms of 
hypoglycemia.
4. Verbalizes treatment of hypoglycemia.
5. Family member or responsible person 
verbalizes appropriate treatment for 
conscious and unconscious.
6. Verbalizes need to carry form of 
fast acting CHO at all times.
7. Have you ever been unconscious?
When?




2. Verbalizes causes of hyperglycemia.
3. Verbalizes signs and synptoms of 
hyperglycemia.
4. Verbalizes appropriate action 
for hyperglycemia.
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Adm. D/C Fbst D/C
Assess. Assess. Assess.
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Adm. D/C Post D/C
Assess. Assess. Assess.
Diet:
1. Follows a prescribed diet— indicate 
approximate % of time.
How many calories + snacks.
2. Verbalizes rationale for dietary 
compliance.
3. Verbalizes correct time and space 
of meals and snacks.
4. Verbalizes dietary changes for 
sick days.
5. Verbalizes dietary changes for 
exercise.
6. Verbalizes appropriate action if 
meal is unavoidably delayed.
7. Verbalizes diet changes for special 
occasions.
Foot Care:
1. Verbalizes importance of daily foot 
care.
2. Demonstrates correct procedure for 
daily foot care.
3. Verbalizes correct technique for 
nail trimning.
4. Verbalizes management of special 
foot problems.
5. Do you have any problems with 
your feet? Describe.
Daital Care:
1. Verbalizes importance of daily oral 
hygiene.
2. Verbalizes appropriate care for 
teeth and gums and/or dentures 
(brushing and flossing).
3. Verbalizes importance of regular 
dental check-ups.
4. Verbalizes knowledge of relationship 
between periodontal disease and 
diabetes control.
5. Do you have any dental problems?
Exercise:
1. Verbalizes effect of exercise on 
diabetes and control.
2. Verbalizes knowledge of daily 
exercise program— type, frequency, 
duration and time of day.
3. Verbalizes knowledge of insulin 
adjustment for planned exercise.
Attitudinal :
1. Support by family or s/o demonstrated 
by participation in education.
2. Verbalizes or demonstrates 
incorporated tasks or measure to 
control IM into lifestyle.
3. Fh,tient believes the way he lives 
affects the outcome of his/her 
diabetes.
4. At this point in time how inportant 
is EM control to him/her. Rank 1-5 
with 5 being most inportant.
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1. Verbalizes importance of identifi­
cation bracelet/necklace.
2. Demonstrates use of appropriate 
identification.
Psychosocial:
1. a. Of all the thing we talked about which things present the 
greatest challenge to you? ____________________________
b. Which do you want to work on?
2. Any other family member or significant other know about diabetes 
care? Describe :
3. Type of work and schedule:
4. Are there other things that affect your diabetes which we have not 
discussed?
Adapted from the Assessment of Educational Needs of the Diabetic Fhtient, 
University of Alabama Hospital, Birmingham, Alabama.
40
References
Baker, D. (1984), A study contrasting different modalities 
of medication discharge counseling. Hospital Pharmacy, 
^ ( 8 ) ,  545-554.
Crouch, M. (1981). Effectiveness of patient education. 
Journal of Family Practice, ^ ( 1 ) ,  22-24.
Department of Health and Human Services. (1981). The need 
for long-term care, information and issues (DHHS Publi­
cation No. OHDS 81-20708). Washington, DC: U.S. Govern­
ment Printing Office.
Ebersole, P., & Hess, P. (1981). Toward healthy aging :
Human needs and response. St. Louis, MO: C. V. Mosby.
Glanz , K. , Kircht, J. , & Rosenstock, M. (1981). Linking
research and practice in patient education for hyper­
tension: Patient responses to four educational inter­
ventions. Medical Care, J^(2), 141-152.
Kim, K . , & Grier, M. (1981). Pacing effects of medication 
instruction for the e l d e r l y . Gerontological Nursing, 
7(8), 464-468.
Martin, D. , & Mead, K. (1982). Reducing medication errors
in a geriatric population. Journal of American Geriatric 
Society, 30(4), 258-260.
41
M a t z , R. (1986). Diabetes mellitus in the elderly. 
Hospital Practice, ^ ( 3 ) ,  195-197, 201-202, 204.
McPhee, S., Frank, D . , Lewis, C . , Bush, D. , & Smith, C.
(1983). Influence of a discharge interview on patient 
k n o w l e d g e ,  c o m p l i a n c e ,  and functional status after 
hospitalization. Medical Care, 2Ĵ ( 8), 755-767.
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